Abstract
Introduction
Odontophobia/dental fear is a "unique phobia with special psychosomatic components that impact on the dental health of the odontophobia persons." [1] The incidence of dental fear and dental anxiety seems to be consistent throughout the world. Dental fear is defined as specific anxiety which is the predisposition for a negative experience in the dental surgery. [2] It has been related to the previous painful dental experience, parental dental fear, age, and gender. Some studies have shown that there is no correlation between dental fear and carries. [3] The aftermath of dental fear and anxiety is multifaceted, which not only leads to the avoidance of dental appointments but also erratic behavioral changes in them which ultimately tends to worsen the oral health. [4] There are a variety of dental anxiety assessment indices that can be used to assess the anxiety level in children such as Venham picture test and dental anxiety scale.
With the alarming rise in the number of dentally anxious children and its negative impact on children, their treatment becomes a hectic job for pediatric dentist, and so the assessment of anxiety level is mandatory before the commencement of the treatment. Studies on use of anxiety questionnaire among pediatric dentists of the UK population. In contrast to which my study is aimed to assess the use of dental anxiety assessment questionnaire and the clinical approaches associated among pediatric dentists in India.
Methodology
A pilot study was conducted to validate the questionnaire on a sample size of 50 before the commencement of the study. Following the validation, a sample size of 217 was calculated using the formula:
Where α = 0.05 Z = 1.96 d = 0.05 (allowable error of 5%) p = 0.17 (17% used child dental anxiety assessment questionnaires).
Considering the 17% use of dental anxiety assessment in children P value is found to be 0.17.
Substituting the value the sample size formula is: 
=217
Institutional review board and Institutional ethical clearance approval were obtained before the study. Following the sample size calculation, questionnaires were made in Google form and were send via electronic mail to all the members of Indian Society of Pedodontics and Preventive Dentistry. Data were collected and statistically analyzed using statistical package Epi Info. The study was conducted over a period of 6 months. All pedodontist who are the members of Indian Society of Pedodontics and Preventive Dentistry were included in the study. General dental practitioner and another specialty dental practitioner were excluded from the study.
The questionnaire included six different question areas mainly: 1. Gender of the practitioner 2. Year of qualification 3. The type of practice in which their dentally anxious child patients were treated 4. The dental anxiety management techniques used by them 5. Percentage of dentally anxious child patients treated each week 6. Use of six specified dental anxiety assessment indices for child patients.
Statistical analysis
• To analyze the questionnaire study, data's were collected and statistically analyzed using statistical package Epi Info.
Results
The questionnaires were sent to members of Indian Society of Pedodontics and Preventive Dentistry of which 227 members have responded back. Of the participants, 54.6% were males, and 45.4% were females [ Figure 1 ]. A higher percentage of practitioner followed private clinic practice of 55.9% followed by 20.7% in private hospital practice, 13.7% in dental colleges, 8.8% in government hospital and around 0.9% NGO [ Figure 2 ]. Frequency of use dental anxiety assessment indices in their practice was low (101), whereas only 45% of them used these indices in their practice settings [ Figure 3 ]. The most commonly used common clinical approaches was non-pharmacological behavior management technique (95.1%) by the practitioner followed by relative analgesia and oral sedation by 2.2% and general anesthesia 0.4% [ Figure 4 ].
The most of the pediatric dentists used Frankl behavior rating scale (1.8%). A 5-point Likert scale was used to assess it wherein, • <25% stands for not at all using scale • 25% stands for partly using the scale • 50% stands for sometimes • 75% stands for often · 100% stands for always.
Following the Likert scale rule, study shows that only 1.8% population used Frankl scale always. 15.2% of them used it often, 51.8% of them used this sometimes only 25.9% of participants used Frankl scale partly, and 5.4% never use that at all [ Figure 5 ]. Percentile use of children dental fear picture test following the 5-point Likert scale shows that no one use this scale always and 12.5% of them use it sometimes. 30% use it partly and 57.5% never use this scale at all.
Percentile use of Venham picture scale following the 5-point Likert scale shows that no one use this scale always and 10.5% of them use it sometimes. 24.2% use it partly and 65.3% never use this scale at all.
Discussion
Despite the huge improvement in the field of dental science and dental care, discontinuation of dental visits still remains a problem. The main reason for dental avoidance is dental fear. Dental fear is not an unusual condition. Children with high dental fear may delay dental visits or cancel appointments. When there is deterioration of the dental condition, both negative selfevaluation and cognitive perceptions of dental visits are affected. Due to the importance of dental fear, several instruments have been developed to study behavior and attitudes toward dental care which includes facial image scale, children's fear survey schedule-dental subscale, and dental fear survey. Oliveira et al. found an association between childhood dental experiences and dental fear among dental, psychology and mathematics undergraduates in Brazil and they concluded that higher level of dental fear was noted in undergraduate students who had suffered negative dental experience in childhood. [5] Similarly, Raj et al. evaluated dental fear in children during dental visit using children's fear survey schedule-dental subscale. [6] His study concluded that dental fear decrease as age increases. Higher incidences of "extreme anxiety" were attributed to injections and drilling sounds. Similar study on CFSS-DS conducted by Bajric et al. ensured its reliability and validity in children of Bosnia and Herzegovina also proved that it can be used as a psychometric instrument to assess dental fear in children. [7] Aartman et al. also proved that dental subscale of the children's fear survey schedule can be used to assess dental anxiety in children. [8] Carter et al. in his article on pathways of fear and anxiety in dentistry said that fear and anxiety hinders the provision of routine dental treatment on a daily basis for most dental practices. [9] Similarly, Buchanan et al. did validation of a facial image scale to assess child dental anxiety status in a clinical context. [10] There are a variety of selfreported dental anxiety assessments available. These anxiety scales have been used in our questionnaire study to assess the anxiety in children.
Even though dental anxiety questionnaires have considerable potential in the routine assessment of patients in the dental practice, no study on the use of those indices in the daily dental practice have been noted. Several studies that investigated behavioral strategies for reducing patient stress during dental procedures indicated that effective anxiety-reducing treatments were used. Many pre-and post-treatment anxiety levels have been used to test various anxiety management techniques. Specialized dental anxiety clinics in the Netherlands do employ the routine use of dental anxiety assessment questionnaires, and they refer dentally anxious patients into their treatment programs. [11] A pilot study on a sample size of 50 was conducted to validate the questionnaire before the commencement of the study. Following this, the sample size calculation was done, and a sample size of 217 was found.
In accordance with the study, the response we got cannot be extrapolated to wider population as the responses were not received from all participants. Of the questionnaire send, 227 responded, out of which 55% of them were males.
Type of practice followed by most of them was private clinic practices with 55.9% and 91.5% of them followed clinical approaches which were non-pharmacological behavioral management techniques.
The results highlight the fact that the use of dental anxiety assessment questionnaire among pedodontists who responded to the questionnaire was low which was similar to the study by Dialey et al. The most commonly used common clinical approaches was non-pharmacological behavior management technique (95.1%) followed by relative analgesia and oral sedation by 2.2% and general anesthesia 0.4%.
Other studies also prove that commonly followed technique is behavioral management. In contrast to our study, questionnaire study on UK dentists shows that relative analgesia and sedation is next highly used technique followed by hypnosis.
The type of non-pharmacological behavioral management technique followed was not a part of the questionnaire. The increased use of non-pharmacological behavioral management technique by the majority of the population could be attributed to the fact that it is by far the cost-effective and easy method to manage the behavior of children in the large population. IN a developing country like India, most parents cannot afford to go for costly procedures such as conscious sedation and general anesthesia.
In contrast to the study by Dialey et al., Frankls behavioral rating scale was the frequently used scale with a percentage . Surprisingly, the percentage on the usage of indices was very low in Indian population which could be attributed to the fact that primary dentition is most neglected and child is brought to the clinic during emergency condition where immediate treatment is needed. Carlesen et al. found that even though no effect on disruptiveness or pain experience was noted, pre-treatment inquiries of children concerning both anxiety and pain appear to reduce anxiety about dentistry. [12] Hence, it is a must that anxiety indices should be taken before the procedures so that a productive treatment is provided for the child.
Dialey et al. conducted a survey on the use of dental anxiety questionnaires a group of UK dental practitioners and he concluded that the use of dental anxiety assessment questionnaires was low among them. [13] In comparison to this study, our study was conducted in a population of pediatric dentists of India. Results have concluded that the use of dental anxiety assessment questionnaires was low among pediatric dentists and the commonly used clinical approaches were nonpharmacological behavior management techniques with Frankl behavior rating scale being the most common indices being used.
Conclusion
Results have concluded that the use of dental anxiety questionnaires among the participated pedodontists was low. Further studies need to be conducted on the larger sample size for a more accurate result.
